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Salute to Southwest Blood Banks, Inc. 
By Louis G. Jexet, M. D., Phoenix 


Southwest Blood Banks, Inc, will soon be 15 
years old. It is fitting and proper that the South- 
western Medical Association should note that fact 
and offer congratulations. 


copa County (Arizo- 
na) Medical Society 
voted to sponsor a 
blood bank to satisfy a 
need for blood and 
plasma in adequate 
amounts on short no- 
tice for civilian and 
military hospitals. 


Accordingly, on Oct. 
4, 1943, the Salt River 
Valley Blood Bank was 
opened for business. It was operated under the 
auspices and under the control of the Medical 


Dr. Louis G. Jekel 


Society. 

Funds had been obtained from private indi- 
viduals, business concerns, the United War Fund, 
Maricopa County, and other sources. Construc- 
tion workers had donated much labor for the 
building project. 

Voluntary Workers 

Voluntary workers, nearly all women, included 
in their duties: registering donors, operating the 
switchboard, typing, bookkeeping, acting as host- 
esses and nurse’s aides, transporting the blood, 
and numerous other activities. It was decidedly a 
community effort. 


From this small beginning (it did not seem 
small to us at the time) has come a remarkable 
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In 1943 the Mari-: 


development. Soon sub-depots were located in 
Mesa, Yuma, Prescott, and Fort Whipple Hos- 
pital. 


Output had grown from 200 pints a month in 
the first year to 600 pints a month in the fifth 
year. 


Many Requests 


As time went on the Salt River Valley Blood 
Bank received requests from other communities 
in other states for help in setting up blood banks. 
The Medical Societies in El Paso and Albu- 
querque, and later in other areas, requested that 
blood banks be established. 


The comunities of Brawley and Las Vegas, 
Nevada, requested that depots be set up. By 
1951 the organization had grown to the point 
where it was incorporated and given a new re- 
gion-embracing name: The Southwest Blood 
Banks, Inc. 


Today this fine organization operates blood 
banks in 12 cities located in eight states. The 
land area served is estimated to cover one-sixth 
of the entire continental United States extending 
from Mississippi to California and from Wyoming 
to the Mexican border, 


Serves Five Million 


Five million people in this area are served by 
this system of blood banks. 


Time and space do not permit a full length 
story. Such will come out next month in the 
form of a history of the Blood Banks. 


For now we merely wish, on its 15th anniver- 
sary, to salute and congratulate the Southwest 


Blood Banks, Inc. 
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MEETINGS 


Work-Play Plan Features Southwestern Meeting 
In Tucson, Oct. 23-25 


Plans are complete for the annual meeting of 
the Southwestern Medical Association in Tucson, 
Arizona, October 23, 24 and 25, with head- 
quarters in the Pioneer Hotel. 


Dr. Louis G. Jekel of Phoenix is president and 
Dr. H. D. Cogswell, a member of the South- 
western executive committee, is general program 
chairman for the meeting. 


Dr. Blair W. Saylor, Tucson, publicity chair- 
man for the meeting has announced that scien- 
tific sessions will be confined to morning and 
noon meetings with afternoons left open for 
sports, relaxation and sightseeing in the city 
famous for its sunshine. Reports Dr. Saylor: 


“The program will include small round-table 
groups for doctors to become acquainted with 
each other and the speakers. There will be a 
greater opportunity than in the past to ask per- 
sonal medical questions, so bring your problems 
from your own practice. 


“The scientific program will be arranged so 
that you can concentrate efforts in the desired 
field of interest, making available more leisure 
time, The weather will be ideal for outside ac- 
tivities. And the women will have a program 
which is interesting and full of fun!” 


Speakers 


Speakers will be: 

Dr. John L, Brewer, Professor of Gynecology 
’ and Obstetrics at Northwestern University; Dr. 
George C. Andrews, Consulting Dermatologist to 
Columbia-Presbyterian Medical Center in New 
York; Dr. John W. Henderson, Associate Profes- 
sor of Ophthalmology at the Mayo Foundation in 
Rochester, Minnesota; Dr. Robert M. Zollinger, 
Professor and Chairman of the Department of 
Surgery at Ohio State University; Dr. Reginald 
H. Smart, Clinical Professor of Medicine at the 
University of Southern California; Dr. John R. 
Schenken, Professor of Pathology at the Univer- 
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sity of Nebraska; and Dr. Robert H. Lennox, 
Associate Professor of Pediatrics at Tulane Uni- 
versity. 


Dr. Brewer is one of the editors of the Ameri- 
can Journal of Obstetrics and Gynecology. Dr. 
Henderson also serves as Consultant in Ophthal- 
mology at the Mayo Clinic. 


Dr. Zollinger is first Vice-President of the 
American College of Surgeons; Editor of the 
American Journal of Surgery; a member of the 
Editorial Board of both “Gastroenterology” and 
“The American Surgeon”; Chairman of the Grad- 
uate Training Committee of the American Col- 
lege of Surgeons; Chairman of the Special Ad- 
visory Group of the Veterans Administration; and 
Chairman of the Section on Surgery, General and 
Abdominal, of the American Medical Associa- 
tion. 


Dr. Schenken is Past President of both the 
American Society of Clinical Pathologists and the 
International Congress of Clinical Pathology; is a 
Trustee of the American Board of Pathology; 
and a Director of the American Association of 
Blood Banks. He is a contributing author to both 
Anderson’s textbook on Pathology and Pullen’s 
textbook on “Communicable Diseases”. 


Dr. Lennox has written “Pediatrics — The 
Tropics and Sub-Tropics”, to be published, is 
author of “Practical Procedures,” a chapter in a 
textbook by Drs. Jelliffe and Trowall, and several 
scientific papers in the field of Pediatrics. 


Social Activities 


Social and entertainment features of the pro- 
gram include a cocktail party on the evening of 
October 24, given by Southwestern Surgical Sup- 
ply, a banquet October 24 for which dress will be 
optional, and a football game between the Uni- 
versity of Arizona and the University of Idaho 
on the night of October 25. 
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Unusual view of Mission San Xavier del Bac near Tucson, Arizona, site of the annual South- 
western Medical Association meeting, Oct. 23-25, 1958. The mission is the oldest of the early Spanish 
missions still in daily use as a church. (PHoto Courtesy Tucson CHAMBER OF COMMERCE) 
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Scientific Program 
Thursday — October 23rd 
9:00 A.M.-2:00 P. M.: Registration 
Morning Session 
Everett W. Czerny, M.D., Tucson, Presiding 

9:15 Invocation 
Rev. Jerry Wallace 

9:20 Welcome 
F, J. Lesemann, M.D., Tucson, Presi- 
dent, Pima County Medical Society 

9:30 President’s Address 
Louis G. Jekel, M.D., Phoenix, Presi- 
dent, Southwestern Medical Associa- 
tion 

10:00 Visit the Exhibits 

10:15 “The Diagnosis and Treatment of Com- 
mon Dermatoses of the Hands’’, 
George C. Andrews, M.D., Consulting 
Dermatologist, Columbia Presbyterian 
Medical Center, New York City. 

10:45 “The Cystic Ovary — Surgical or Non- 
Surgical?”, John R. Schenken, M.D., 
Professor of Pathology, University of 
Nebraska. 

11:15 “Pelvic Pain” 

John I. Brewer, M.D., Professor of 
Obstetrics and Gynecology, Northwest- 
ern University. 

11:45 “The Surgical Importance of Pancreatitis” 
Robert M. Zollinger, M.D., Professor 
of Surgery, Ohio State University. 

Round Table Luncheon Meetings—with discus- 

sion of morning papers. 


1. Surgery; Robert M. Zollinger, M.D. 
Moderator: H. D. Cogswell, M.D., Tuc- 


son, General Chairman for 


the Meeting 
2. Dermatology; George C, Andrews, M.D. 
Moderators: Kenneth C. Baker, M.D., 
Tucson; Louis G. Jekel, M.D., 
Phoenix 
3. Gynecology and Pathology; John I. Brewer, 
M.D.; John R. Schenken, M.D. 
Moderators: George Fraser, M.D., Tucson; 
Louis Hirsch, M.D., Tucson 


Afternoon Session 
2:15 Business Meeting 
Golf and Films 


Evening 
Chuckwagon Dinner — Guest Ranch 
Friday—October 24th 
9:00 A.M. - 2:00 P.M.:: Registration 
Morning Session 
SEMINAR IN PEDIATRICS 
J. H. Demlow, M.D., Tucson, Presiding 
9:20 Pathology 
“Laboratory Diagnosis of Hemolytic Dis- 
ease of the Newborn and the Selection of 
the Donor for an Exchange Transfusion 
in Hemolytic Disease,” 
John R. Schenken, M. D. 
9:40 Dermatology 
“Treatment of Acne”, 
George C. Andrews, M.D. 
10:00 Gynecology 
“Ovarian Lesions During Childhood”. 
John I. Brewer, M.D. 


Dr. Andrews 
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Dr. Brewer 


Dr. Henderson 
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iation Annual Meeting 


10:25 Ophthalmology 

“Hemangiomas of Infancy: Eyelids and 

Orbit”, 
John W. Henderson, M.D., Mayo 
Clinic. 

Visit the Exhibits 

Surgery 

“Surgery of the Spleen”, 
Robert M. Zollinger, M.D. 

Internal Medicine 

Subject to be announced. 
Reginald H. Smart, M.D., Clinical 
Professor of Medicine, University of 
Southern California. 


Pediatrics 
Subject to be announced. 
Robert H. Lennox, M.D., Associate 
Professor of Pediatrics, Tulane Uni- 
versity. 
Round Table Luncheon Meetings—with discus- 
sion of morning papers. 
1. Pediatrics; Robert H. Lennox, M.D. 
Moderator: Hugh C. Thompson, M.D., 
Tucson. 
2. Medicine; Reginald H. Smart, M.D. 
Moderator: Clarence L. Robbins, M.D., 
Tucson. 
3. Ophthalmology; John W. Henderson, M.D. 
Moderator: Sherwood P. Burr, M.D., 
Tucson. 
The ophthalmologists will have a specialty group 
meeting Friday morning. 
Afternoon Session 
Medical Movies and Golf 


10:45 
10:55 


11:20 


11:45 


Evening 
Cocktail Party, courtesy Southwestern Surgical 
Supply Company 
President’s Dinner 
Saturday, October 25th 
Morning Session 
Leo J. Kent, M.D., Tucson, Presiding 
“Basic Issues in American Education”, 
Richard C, Harvill, President, Univer- 
sity of Arizona. 
“Thyroid Physiology and Brain Function 
—Alcoholism and Hangovers”, 
Henry J. Koch, M.D., Tucson. 
“Subdural Hematomas in the Elderly”, 
Peter Stuteville, M.D., Neurosurgeon, 
University of Colorado. 
Visit the Exhibits. 


9:15 


9:45 


10:15 


10:45 


11:00 Internal Medicine 
“Recognition and Treatment of Respi- 
ratory Acidosis”, 

Reginal H. Smart, M.D. 
11:30 Ophthalmology 
“The Cataract Patient in General Prac- 
tice”, 
John W. Henderson, M.D. 
12:00 Pediatrics 


“Pulmonary Tuberculosis in Childhood”, 
Robert H. Lennox, M.D. 
No Scheduled Luncheon Meeting. 
The Southwestern Dermatological Society will 
have a specialty group meeting. 
Afternoon Golf 


Evening 
Football Game: University of Arizona versus Uni- 
versity of Idaho. 


Dr. Schenken 
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APHORISMS and MEMORABILIA 


Miscellaneous Truths and Concepts 
(Continued ) 


14, “. .. tropical sprue appears to be a sep- 
arate disease . . . Patients with tropical sprue even- 
tually recover completely when removed to a tem- 
perate climate. They are not sensitive to gluten. 
Lastly, it has been shown that repeated courses of 
antibiotics bring about a cure of tropical sprue, 
though they are ineffective in idiopathic steator- 
rhoea.” Loc. cit., page 150. 


15. “I am loathe to use anticoagulants in any 
polycythemia vera patient with a hematocrit over 
50. In untreated cases with high counts and throm- 
boses, I prefer small phlebotomies followed by a 
myelosuppressive agent.” L. R. Wasserman. 
Quoted by John H. Lawrence, Modern Medical 
Monographs, 1955, page 63. 


16. “I refuse to permit any elective surgery in 
my cases; treatment for control of the polycythemia 
(vera) must precede elective surgery, and emer- 
gency surgery is always preceded by venesections, 
if possible.” L. R. Wasserman, Loc. cit., page 63. 


17. ‘(Hiatus Hernia) is essentially a disorder 
of middle or later life, the majority of patients 
seeking advice during the 5th to 7th decade of 
life.’ V. Edmunds, Quarterly Journal Med. Octo- 
ber 1957, page 445-465. 


18. “The view that the majority of hiatus 
hernias are symptomless was not supported. In 


97 per cent of the patients the hernia was the main 
source of dyspepsia.” Loc. cit. 


19. “The essentials of the teenager’s situation 
are well understood—it is a phase of emergence 
from immaturity to maturity, from dependence to 
independence, from an asexual existence to a full 
sexual life. A whole series of conflicts may arise 
because . . . intellectual development lags behind 
physical development and social maturity takes 
still longer to achieve.” Dr. D, Hubble, Brit. Med. 
Journal, Jan. 25, 1958, page 191. 


20. “It must be remembered that the L.E. cell 
is not specifically diagnostic since it is quite fre- 
quently observed after steroid therapy of any dis- 
order.” Drs. Spurr, Curd & Moyer, GP, May 1, 
1957, page 123. 


21. “One of the oldest puzzles of politics is 
who is to regulate the regulators. But an equally 
baffling problem, which has never received the at- 
tention it deserves, is who is to make wise those 
who are required to have wisdom.” The Great 
Crash, John K. Galbraith, Houghton, Mifflin, 1957. 


22. “Our political life favors the extremes of 
speech; the man who is gifted in the arts of abuse 
is bound to be a notable, if not always a great 
figure. In business, things are different. Here we 
are surprisingly gentle and forbearing.” Loc. cit., 
John K. Galbraith. 


Southwest Ob & Gyn Society 
Meeting in November 


Dr. Charles Van Epps of Phoenix, president of 
the Southwest Obstetrical and Gynecological So- 
ciety, has announced that the 1958 meeting of the 
society will be held in Phoenix November 14 and 
15. 


Headquarters for the meeting will be at the 
Paradise Inn. 
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CURRENT THERAPY 


Dietary Prevention and Treatment of Heart 
Disease: A Book Review* 


By Jack A. Bernarp, M. D., F. A. C. P., El Paso 


Dietary Prevention and Treatment of Heart 
Disease, John W. Gofman, M.D., Alex V. Nich- 
ols, Ph.D., and E. Virginia Dobbin, Senior Dieti- 
cian, $3.95 pp 256, G. P. Putnam’s Sons, 210 
Madison Ave., New York 16, May 19, 1958. 


This text is a must for those interested in lipo- 
proteins and the dietary prevention and treat- 
ment of heart disease. It is written both for the 
lay person and the physician, It sets forth the 
concepts involved and presents a practical spe- 
cific approach to the problem in a careful meticu- 
lous manner. 

The authors realize and admit “many facets of 
the heart disease problem are yet to be eluci- 
dated,” yet it is their purpose “to take advantage 
of what we know now.” 


Individual Approach Stressed 


The authors first discuss the lipoproteins, the 
saturated and unsaturated fats, and the role that 
carbohydrates and calories play in this difficult 
problem. There is an interesting chapter on the 
use of vegetable oils in the diet. 


Then a practical approach — the “Recom- 
mended Diet” — is proposed and it is pointed 
out in detail how to alter one’s own diet. Thus an 
individual approach is emphasized, depending 
upon a patient’s own serum lipoprotein status. 
For example, a low fat diet is not indicated for 
all, as there are some persons who require a low 
carbohydrate diet, depending upon their lipopro- 
tein findings. 


The individual is instructed as to how to evalu- 
ate his own diet and how to alter it to one that 
may be more effective in reducing his risk of 
coronary artery disease (the “Recommended 
Diet”). By substitutions, this diet fulfills all the 
known nutritional requirements and is still highly 
palatable. 


According to the authors, vegetable oils may 
not necessarily be beneficial, but rather there may 
be a “noxious factor” in animal fats or an indi- 
vidual may be unusually sensitive to carbohy- 
drate substances in his diet. 


*It is reported that several Southwestern book stores and book 
departments are in process of obtaining this book for local sale. 
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Therefore the substitution of certain vegetable 
oils (not all, and this is discussed) is neither 
harmful nor beneficial but does remove the possi- 
ble noxious factors and yet restores the diet to its 
original satiety and palatability value. 


Study Required 
Thus it is evident that the book cannot be 
casually read and digested. It requires careful 
study. In working out one’s own diet, the lay 
person will probably need help but the procedure 
is very clearly discussed and may be easily worked 
out with a little effort. 


c All Foods Can Be Eaten 


It should be good news.-to all, particularly coro- 
nary patients and others who are coronary candi- 
dates, that the authors point out that “there can- 
not be any list of specific food items which can 
be called harmful or which should be specifically 
avoided.” “All foods can be eaten.” “What is im- 
portant is, how much of the various foods can be 
eaten in keeping with research findings.” 


Index Would Be Helpful 


In the final chapters of the book, many fine 
low caloric palatable recipes are included. Also 
the various sources of non-hydrogenated peanut 
butter, low caloric maple syrup, chili sauce, butter 
seasonings and other hard-to-get items are listed. 


Thus the book provides a very fine reference 
for useful palatable recipes. In this regard, an 
index would have been welcomed. 


It is realized that the etiology and prevention 
of coronary artery disease is highly controversial, 
and such concepts are rapidly changing, but this 
book should be welcome to all coronary sufferers, 
as well as those who have a family history of 
coronary artery disease, those whose lipoproteins 
have been found to be abnormal, and finally to 
any individual who wants to take a practical 
palatable approach to the dietary preventive 
measures Outlined, as based on the latest re- 
search and long experience of the authors, 


The book is well written, the concepts logically 
and well presented, and it is a very practical, 
palatable, current logical approach to the “Die- 
tary Prevention and Treatment of Heart Disease.” 
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W. Compere Basoo, M.D., El Paso, Orthopaedic Editor 


ORTHOPAEDIC SURGERY NOTES 


Report on the Texas Orthopaedic Meeting 


By Zicmunpb W. Kosicx1, M. D., El Paso 


First of all I want to say that I enjoyed the 
one-day meeting very much. It was held in con- 
junction with the annual meeting of the Texas 
State Medical Association. 

Dr. Paul Harrington of Houston discussed 
spine fixation and paralytic scoliosis, and _pre- 
sented a ten-year study he had performed. He 
used an internal metallic strut and presented 
slides and pictures illustrating the 150 operative 
procedures in which this had been utilized over a 
period of ten years. 

There was no evidence of pulmonary or electro- 
cardiographic changes, no serious complications. 
Average hospital stay was 10 days. Slide studies 
of scoliosis in mice showed definite changes in 
the facets, with a loss of normal tubular arrange- 
ment of the enchondral bone layer with definite 
evidence of trabecular thinning in these involved 
facets. 


Study of 90 Cases 
Dr, Frank F. Parrish and Dr. John G. Andrew 


of Houston presented a paper concerning “Com- 
plications and Sequelae of Long Bone Osteoto- 
mies of the Lower Extremity”. This was a study 
of 90 cases in a nine-year follow-up at the Shrine 
Clinic and the Herman Hospital. 

They brought out the fact that osteotomies of 
the femoral neck are difficult and are prone to be 
associated with complications. 

Subtrochanteric osteotomies are much more 
likely to be successful. Good results were obtained 
’ in 77 per cent of the osteotomies. . 

Dr. Charles Clayton of Fort Worth presented 
a talk about fractures of the distal end of the 
radius, He emphasized that this is a region in 
which results are not always good, and he utilizes a 
special apparatus to maintain good” reduction 
over a long period of time. 


History Important 
Dr. Allen F. Voshell of Baltimore, Maryland 
presented “The Clinical Features Obtained From 
Anatomical Studies of the Knee”. 
He emphasized the importance of a full history 
to picture the mechanical involvement of the ex- 
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tremity in the injury. The stability of the knee is 
not dependent on the menisci, but on the liga- 
ments, 

The menisci act as shock absorbers and also 
help distribute the synovial fluid. The ligaments 
were fully discussed. 

The meeting was adjourned for a_ business 
meeting and a luncheon. Then as a guest I was 
invited to the afternoon meeting which took 
place at the Shrine Hospital at the Medical Cen- 
ter at two o’clock, 


Excellent Movie 


Dr. Louis J. Levy of Fort Worth gave a talk 
and illustrated it with an excellent movie en- 
titled “Transplant of the Pectoralis Major Muscle 
for Deltoid Paralysis”. A transposition of this mus- 
cle was first mentioned by Bost in 1954. A very 
excellent result was secured. 

Dr. Isaac McReynolds of Houston discussed 
gluteus maximus tendinitis. This can cause a 
sciatic type of pain. X-rays show evidence of 
calcification similar to that of calcification of the 
shoulder, 

Blood count and uric acid level should be de- 
termined. Treatment; excision of calcified de- 
posits. If no calcification is present in the area, 
Hydrocortone injections can be tried. 

Dr, Louis W. Breck of El Paso presented an 
end result study in the Fred-Thompson hip pros- 
thesis. This was well prepared and well pre- 
sented. The movie included the case of a 107 
year-old lady with excellent results. 


Massage-Like Effect 


Dr. Ruth Jackson of Dallas gave a talk on 
“Cineradiography of the Cervical Spine During 
Intermittent Traction”. 

Motorized intermittent traction using 35 pounds 
gave distraction of the sixth and seventh verte- 
brae; with 10 pounds there was little change in 
the interspace. There is a massage-like effect of 
the traction and if used early it prevents ad- 
hesions. 

Dr, Robert Murray of Temple, Texas dis- 
cussed infections of the spine. These can occur 
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with any organism: hematogenous, lymphatic, and 
direct spread. Acute, subacute, or chronic may 
be present and the hip joint syndrome, abdomi- 
nal syndrome or meningeal type may be manifest. 


Post-operative disc infection gives pain, normal 
sed-rate, normal blood count. Treatment is appli- 
cation of short bilateral hip spica cast, Later on 
there is evidence of atrophy and thinning of the 
disc margin by radiological examination. 


Difficult Procedure 


Dr, Joe Woodward of Waco presented a muscle 
origin release operation in the treatment of Spren- 
gel’s deformity. A really beautiful movie was pre- 
sented on a difficult procedure with an excellent 
result. 

I attended the Orientation Program, much of 


which was quite valuable. Principles of Office 
Management, Legal Aspects of Medical Prac- 
tice, Careful Explanation of Charges to Patient 
and Patient Orientation were stressed as being 
good public relations. 


It was a very interesting meeting and much 
enjoyed. 


Obstetrics Courses Offered 
in New York in October 


The Woman’s Hospital in New York City is of- 
fering two courses in obstetrics, limited to general 
practitioners. Each course is approved for 30 hours 
Category I credit by the American Academy of 
General Practice. 


The courses are entitled “Ante-partum Care” 
and “The Conduct of Labor and Delivery”. They 
will be given from October 16th to 30th, 1958. 


These are full time courses running for a week 
each. Students will be expected to work in the 
clinics, and in the second course they will be as- 
signed to patients in labor whom they will assist 
at delivery. Either one or both courses may be 
elected. 

Physicians interested in this Post-Graduate in- 
struction will please address Mr. Carl P. Wright, 
Jr., Woman’s Hospital, 141 West 109th Street, 
New York 25, New York; and an application 
blank and prospectus will be forwarded. 


OFFICERS OF NEW MEXICO AAGP—Officers of the New Mexico Chapter of the American Acad- 
emy of General Practice, shown at the Ruidoso Summer Clinics meeting in Ruidoso, New Mexico, July 
21-24, are (left to right) Dr. J. A. Rivas, Belen, past president; Dr. W. H. Peacock, Farmington, new 
president; Dr. Steve Marshall, Roswell, vice president; Dr. Leland Evans, Las Cruces, delegate to the 
American Academy of General Practice and program chairman for the Ruidoso meeting; and Dr. F. 
R. Brown, Roswell, secretary-treasurer. Dr. C. Pardue Bunch, Artesia, the new president-elect, was not 
in the picture. The Ruidoso Summer Clinics meeting, slated to become a popular annual event, was 
sponsored by the New Mexico Chapter of the American Academy of General Practice and featured 
eight speakers from the University of Colorado School of Medicine and Southwestern Medical School. 
Ruidoso is located 135 miles north of El Paso, Texas, at 7000 feet in the cool mountain pines. 
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ORIGINAL ARTICLES 


Herniated Bladder Diverticulum 


A Case Report* 
By J. Leicuton Green, M.D., F.A.C.S., El Paso 


"(Presented at Staff Meeting, Southwestern Gen. Hospital) 


Two unusual features of this case seem to make 
it worth reporting: 


1) The type of hernia, and 


2) The complication of shock following hernia- 
tion. 


F. H., male, age 45, was brought to Southwest- 
ern General Hospital on June 28, 1957, acutely 
ill. It was difficult to obtain a history since 
he was irrational. He had been living alone. On 
June 24th, four days before admission, he had 
diarrhea and vomiting. 

For several days he had experienced difficulty 
in urinating. He worked on June 25, 26, and 27th, 
but nausea and vomiting persisted, and on the 
day of admission he had chills. His employer 
found him at home in bed, recognized his condi- 
tion as serious, and brought him to the hospital. 


Latin-American 

Examination found a Latin-American man who 
might well be called “Mr. Five by Five.” His 
height was five feet, five inches, his weight 235 
pounds. 

Profuse diaphoresis was evident, and he was irra- 
tional, responding poorly to questioning. Temper- 
ature was 104.2 degrees, respirations 52 per min- 
ute, pulse rate 150. 

He presented the picture of shock, with blood 
pressure of 62/50. The abdomen was large and 
fat, with moderate distention. No tenderness or 
rigidity could be elicited, and auscultation revealed 
normal borborygmi. 

In the right side of the scrotum and extending 
up to the inguinal ring was a mass the size of two 
fists. The mass was irreducible, but was not tender. 
It did not transmit light. 


Uncooperative 

The patient was uncooperative, resisting at- 
tempts to catheterize him. He staggered to the 
bathroom, with the help of the orderly, passed a 
small watery defecation tinged with blood, but was 
able to void only a few drops. 

He returned to bed and sank into a coma. A 
catheter was passed, but no urine obtained. 

To confuse the picture further, one pupil was 
larger than the other, both reacting to light. 
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A scout film of the abdomen showed only a 
small amount of gas in the small bowel, but no 
distended loops. The blood picture was that of 
concentration, with Hgb of 15.3 gm., red blood 
count of 4,890,000, with a white count of 3,100 
(the writer believes the white count was in error). 

The differential reported was 77 percent poly- 
morphonuclear leukocytes, with 23 percent lym- 
phocytes. Urinalysis: Sp. gr. 1.024, albumin 3-plus, 
a few RBC. NPN was 37- mg. percent, blood sugar 
174 mg. percent. CO, combining power was not 
determined on the day of admission, but on July 
Ist was 60.8 vol. percent. 


Patient Revived 


Intravenous saline and glucose revived the pa- 
tient so that he would respond to questions. He 
complained of thirst. He said that the scrotal mass 
was no larger than usual and was not painful. 

To elevate his blood pressure, Levophed was ad- 
ministered intravenously, but for three days this 
struggle continued. As soon as Levophed was dis- 
continued, the blood pressure would fall to 60 or 
70 systolic. 

Hydrocortisone and then cortisone acetate were 
given. A duodenal tube was inserted and suction 
employed to relieve distention. When the tube was 
clamped, the patient vomited. 

On the evening of admission neither the orderly 
nor the writer could catheterize him, and a urolo- 
gist (Dr. A. W. Multhauf) had much difficulty in 
passing a filiform. Some bloody urine drained from 
the bladder. 


Examined by Internists 

Two internists examined the man (Drs. Golding 
and Davidson). An EKG made by Dr. Ralph 
Homan was normal. 

The most obvious diagnosis seemed to be a 
strangulated inguinal hernia, but it seemed un- 
wise to operate while the patient was in shock. 

On June 29th, the day after admission, a white 
blood count of 25,500 was reported, with Hgb still 
up to 14.3 Gm. and red blood count of 4,970,000. 
The neutrophils showed toxic granulation. 

Urine was bloody, as expceted, but it also 
showed many fine granular and a few coarse gran- 
ular casts. 


SOUTHWESTERN MEDICINE 


| | 


On July ist the blood count was: Hgb 12.7 gm., 
RBC 3.36 mill., WBC 18600, with 94 segmented 
neutrophils, only 4 lymphocytes. X-ray of the ab- 
domen, repeated on July Ist, did not help in diag- 
nosis. 


Fails to Improve 
Since the patient’s condition failed to improve 
satisfactorily, we felt forced to operate. It is of in- 
terest that on the day of operation a consultant 
wrote as his opinion that the condition was 
critical. 


Operation was performed on July Ist. An oblique 
incision was made in the right lower quadrant of 
the abdomen, the fascia of the external oblique 
was incised down thru the external inguinal ring, 
and the mass was drawn up from the scrotum. 


Dissection found an empty hernia sac, 8 X 20 
cm. in size. Adherent to this peritoneal sac and 
extending down into the scrotum was a large blad- 
der diverticulum, containing urine. 


It measured about 5 X 12 cm. It was dissected 
free and excised, the bladder sutured with #00 
chromic catgut, reinforced by interrupted #00 
silk sutures. 


The bladder was returned to the peritoneal 
cavity, draining it by the inguinal canal being 
thought impractical. The peritoneal sac was ex- 
cised and a routine herniorrhaphy done, trans- 
planting the spermatic cord outside the external 
oblique fascia. 


Some Uncertainty 


Some uncertainty remained as to whether a 
loop of intestine might have been damaged by in- 
carceration and then dropped back into the peri- 
toneal cavity. 


Another incision was therefore made from um- 
bilicus to pubis, and the peritoneal cavity ex- 
plored. No abnormal intestine was found. 


The peritoneym was closed. A suprapubic cys- 
tostomy was done, a Foley catheter inserted for 
suprapublic drainage. 


An attendant removed the filiform catheter from 
the penis and had no difficulty in inserting a 
#16 Foley. 


The midline wound was closed. 1000 cc. of 
blood was given during the operation. The path- 
ologist reported that the excised diverticulum con- 
tained all layers of the normal bladder, with fi- 
brous thickening. 


Post-operatively, the patient was restless and 
irrational. However, by the next day his blood 
pressure, respirations, and pulse were stabilized. 
In the first 24 hours p.o. it required a fair amount 
of oxygen to maintain normal color. 
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Repeated intravenous fluid administration be- 
came a problem, because he was so fat. Tempera- 
ture rose to 104 on the day after operation, then 
receded. 

A low-grade fever persisted (to 100 or 100.5 


daily). Twenty-four hours after operation, the 
duodenal tube was removed, the patient sat up in 
a chair, and he started to eat. 


On the fifth p.o. day a small hemorrhage about 
the suprapubic catheter caused some concern, fol- 
lowing coughing. On the 9th day, some abdom- 
inal pain and vomiting necessitated reinsertion of 
the duodenal tube, but these signs quickly sub- 
sided and convalescence was then uneventful. 


The suprapubic catheter was removed on the 
12th p.o. day, the urethral catheter 3 days later. 
On July 21, 20 days after operation, the patient 
was discharged. 


Antibiotics Used 
Some pyuria persisted for a while, but cleared 
up under office treatment with Gantrisin and 
Chloromycetin. 


It is needless to add that antibiotics had been 
used freely during hospital treatment. Last seen 
on August 21, Pancho said he felt fine, and was 
doing light work. 

He urinates 3 or 4 times during the day and 
an equal number of times at night. He has no 
complaint. His weight August 21 was 200, and he 
asked for a reducing diet. 


COMMENT: 


Dehydration and anuria probably accounted for 
some of the patient’s symptoms on admission. Trac- 
tion on the urethra by the diverticulum no doubt 
blocked outflow of urine and insertion of a 
catheter. 


It is difficult to account for the persistent shock, 
unrelieved by abundant parenteral fluids, but re- 
lieved when the diverticulum was resected. 


Diverticula of the bladder are not rare. Esti- 
mates of the incidence run from 0.4 percent to 
3 percent in males. However, herniation of a blad- 
der diverticulum into the scrotum along with an 
indirect inguinal hernia sac is apparently quite 
rare. 


Koontz reported two cases of sliding hernia of 
bladder diverticula. In each of his cases, the diver- 
ticulum was quite thin, consisting only of bladder 
mucosa. 


In our patient the sac was thick-walled, con- 
taining all layers of the bladder proper. 1501 Ari- 
zona St., Suite 3A. 
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Intramuscular Digitoxin in Heart Failure 


By Enpvet Kask, M.D., Resident and Chief Resident, Medical Service 
Metropolitan Hospital, New York City, 1955-1957. 


Although digitoxin has been and is commer- 
cially available for intramuscular use there has 
been very little mention of such use in textbooks 
or other medical literature. Years ago, a paper in 
American Heart Journal’ indicated the effective- 
ness and painlessness of intramuscular digitoxin 
when used in the new, essentially non-ethyl alco- 
holic solvent. 

However, in spite of this, intramuscular digi- 
toxin appears to be shunned by medical practi- 
tioners, including experienced and authoritative 
specialists in the field who state that intramuscular 
digitoxin, even in the new solvent, not only is un- 
reliable as a therapeutic agent but also causes sig- 
nificant local pain and muscle necrosis.” 


Geriatric Character 

In the increasing number of patients of geria- 
tric character with mental unreliability and forget- 
fulness it would seem important to use a digitoxin 
preparation that could be given conveniently and 
without significant side effects by parenteral route 
and not involving the physician’s participation at 
the injections. 

This applies also to the relatively frequent 
other mentally defective patients admitted particu- 
larly to community hospitals. Many other patients 
are initially so severely ill that a parenteral, con- 
venient preparation for initial digitalization would 
seem the best solution. 


Check Effectiveness 


Even though a great majority of such patients 
subsequently can be maintained on oral treatment 
a less reliable minority would require parenteral 
maintenance. Therefore, it is the purpose of this 
paper to check for the effectiveness of intramus- 
cular digitoxin and its charged side effects. 

The author, working 1955-1957 at Metro- 
politan Hospital, a city hospital of New York City 
and among the foremost admitting considerable 
numbers of patients of the type described above, 
many of them in advanced heart failure, had the 
opportunity to use intramuscular digitoxin in the 
essentially non-ethy! alcoholic solvent in more than 
50 patients. . 


Method 


All patients to whom such a digitoxin prepara- 
tion was administered were at least initially in 
heart failure, as determined by clinical examination 
and/or determination of venous pressure and cir- 
culation time. The schedule of administration was 
made to simulate a method that could be used 


512 


routinely in practice, without more work than 
would be required in any basic care of cardiac 
failure. 

Because of absence of facilities a different or 
more detailed approach would not even have been 
possible in the case of the patients reported on in 
this paper. In most cases the initial digitalization 
was accomplished or attempted by giving two doses 
of 0.6 mg. digitoxin intramuscularly, at most 18, 
but usually less than 12, hours apart, and in about 
a third of the patients only six hours apart. 

Thereafter the drug was continued with 0.2 
mg. intramuscularly every day until the patient was 
evidently out of the disabling failure and the ven- 
tricular rate had decreased to less than 90 per 
minute. (By mistake, this schedule was not fol- 
lowed in one case. See below). 


Dosage Decreased 


Thereafter the dosage was decreased to 0.1 mg. 
intramuscularly daily and continued for variable 
lengths of time, depending on the length of stay 
in the hospital etc. In some cases it was continued 
intramuscularly for several weeks. 

In the few (6) patients who had been taking 
digitalis or digitoxin by mouth previously but still 
were in evident heart failure the initial dose of 
intramuscular digitoxin was 0.4 mg., and then 0.1 
daily. An electrocardiogram, consisting of at least 
five leads (the limb leads and V, and V,) was 
taken at the start of the treatment and repeated 
within a week after the start, usually after three or 
four days. 

The same is true of erythrocyte sedimentation 
rate and blood leukocyte count, to check for any 
possible evidence of muscle necrosis. 


Temperatures Noted 


For the same purpose, temperatures were noted, 
and, in the last 15 patients, also serum glutamic 
oxalacetic transaminase was determined within 
three to four days after the start of the intramus- 
cular digitoxin and in most (11) of these cases also 
just prior to the start. The patients’ subjective re- 
actions were noted. 

Diuretics were given only to patients with 
marked peripheral edema and extensive pulmonary 
rales, and then in most cases only as one or two 
initial injections. However, those of the 6 patients 
who had been getting diuretics (Mercuhydrin) 
previously along with the oral digitalis preparations 
were continued on Mercuhydrin as before. Bed rest 
was not enforced in any of the cases, except the 
one who possibly had a fresh myocardial infarction. 


SOUTHWESTERN MEDICINE 


sm 


4 
off 
be 
‘ 
| 
] 
( 
1 
= f 


The schedule was started in 56 patients. Only 
50 patients, however, were able to get the minimal 
work-up and follow-up to permit more or less 
objective evaluation for a report in medical litera- 
ture. 

The patients whose work-up was not consid- 
ered satisfactory had either some mishap in the 
laboratory tests or else expired or were discharged 
before completion of their observation. None, how- 
ever, expired because of clinically evident heart 
failure or digitoxin toxicity while receiving the 
intramuscular digitoxin, and all of them had an 
evident extracardiac cause of death, usually severe 
cerebral vascular disease or hepatic coma, in some 
cases precipitated or accompanied by acute and 
profuse upper gastrointestinal hemorrhage, possibly 
due to ruptured esophageal varices or peptic ulcer. 

In two patients the intramuscular digitoxin 
was discontinued prematurely, and they were ex- 
cluded from the series, because they were getting 
other intramuscular medications at the same time, 
and therefore were not satisfactory subjects for 
evaluation of local reactions. 

Although several of the patients included 
would have been able to take the drug by mouth 
from very beginning or subsequently, consecutive 
cases of heart failure encountered by the author 
were accepted for the study in order to increase 
the number of observations and include the pati- 
ents (majority) whose mental status allowed suf- 
ficient acuity in the observation of possible side 
effects. 

The patients’ age varied from 36 to 84’ years. 
33 were men and 17 women. 10 had atrial fibril- 
lation, one atrial flutter. The basic diagnosis in 
most cases was arteriosclerotic or hypertensive 
heart disease (or combination of them), but five 
had rheumatic valvular disease, three luetic aortic 
regurgitation, and two cor pulmonale (one sarcoi- 
dosis and one severe asthma). 


Results 

No intramuscular digitoxin was refused by any 
of the patients, even when continued ‘for several 
weeks and the patient was mentally alert and able 
to offer various other complaints, as was the case 
in the majority of the cases. 

This probably proves most objectively that no 
significant pain was experienced by the patients, 
particularly since the nursing personnel in the 
hospital was apt to interpret any mild resistance by 
the patient as refusal, then simply omitting the 
medication. 

Therefore, it is worthy of mention that in no 
case was the intramuscular digitoxin omitted be- 
cause of the patient’s resistance to its administra- 
tion. 

Only one patient complained of some burning 
for 15 to 30 minutes after an injection of intra- 


SEPTEMBER, 1958 


muscular digitoxin. This particular patient was a 
markedly obese, neurotic male, and it is possible 
that in his case, because of the inadequate length 
of the injection needle, the digitoxin was actually 
deposited in the subcutaneous fat instead of mus- 
cular tissue. 


However, even he, while refusing some of the 
other medications intended for his endocrine con- 
dition and ear infection, did not refuse the digi- 
toxin injections, and the electrocardiographic evi- 
dence of digitoxin effect, including a decrease of 
the ventricular rate from 110 to 78 in his heart 
with atrial fibrillation, was noted after 5 days (no 
earlier tracing taken after the start of the cardiac 
treatment). 

Digitoxin Effect 

Some electrocardiographic evidence of digitox- 
in effect was present in the electrocardiograms of 
all 48 patients in whom such follow-up tracings 
were taken within a week after the start of intra- 
muscular digitoxin and compared with the ones 
taken at the start of the treatment. 

The most common change from the initial 
tracing was ST or ST-T (or RT and RT-T in the 
case of absence of S waves) that showed depres- 
sion, or more depression than in the initial tracing, 
in at least one of the leads. This occurred in 44 
(91.7%) of the 48 cases. 

In one patient no follow-up electrocardiogram 
was taken because of his early death due to cere- 
bral vascular disease, but he is included in the 
series of 50 because his ventricular rate (as deter- 
mined by auscultation) decreased from the initial 
116 to 88 within three days of the start of the in- 
tramuscular digitoxin, and since atrial flutter had 
been present initially (as proved by electrocardio- 
gram) it is evident that the intramuscular digi- 
toxin had either increased his atrio-ventricular 
block considerably, or had perhaps even been in- 
strumental in converting the rhythm to normal 
sinus rhythm. 


In another patient, not included in the series 
of 48, but included in the 50, a 76-year-old wom- 
an, the initial dose of digitoxin was 0.4 mg. be- 
cause of uncertainty in establishing whether or 
not she had been taking any digitalis preparation, 
and thereafter, apparently by mistake, the intra- 
muscular digitoxin was continued with the dosage 
of 0.2 mg. twice daily for two weeks, without pa- 
tient’s subjective complaints except the develop- 
ing tachycardia. 


No earlier follow-up electrocardiogram had 
been taken after the start of the intramuscular 
digitoxin, but after two weeks of 0.4 mg. daily 
ventricular tachycardia was evident on the elec- 
trocardiogram (initially it had shown normal 
sinus rhythm). 
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In addition to being thus a dramatic evidence 
of the effectiveness of the intramuscular digitoxin 
this case, perhaps just as dramatically, contra- 
dicted the generally accepted view that digitoxin 
toxicity is a long-term toxicity, since after dis- 
continuation of the digitoxin the patient’s ven- 
tricular tachycardia reverted to normal sinus 
rhythm within two days (after which period an- 
other electrocardiogram was taken). 


In the remaining four cases multifocal extra- 
systoles, complete heart block with multifocal ven- 
tricular extrasystoles, periodically blocked P 
waves, and, in one patient who had been taking 
oral digitalis previously, further slowing of the 
ventricular rate occurred. 


Explained Satisfactorily 


There was no elevation of temperature in any 
patient that could not be explained satisfactorily 
on other grounds than the possible muscle necrosis 
that could have occurred after the start of the 
intramuscular digitoxin. 


Neither was there any such elevation of ery- 
throcyte sedimentation rate or blood leukocyte 
count in the 44 cases in which these were ade- 
quately followed and determined, A fluctuation 
within 25 per cent of the initial values was re- 
garded as not significant. 


Several (22) patients had initially elevated ery- 
throcyte sedimentation rates or blood leukocyte 
counts, either due to non-cardiac causes or myo- 
cardial infarction, but those who had normal 
values initially (sed. rate below 15 mm. per hour 
according to Westergren’s method, and leukocyte 
count below 10,000 per cu.mm.) showed no in- 
crease to abnormal values after the start of the 
intramuscular digitoxin, 

In fact, eight patients showed a decrease of the 
erythrocyte sedimentation rate, and nine revealed 
a decrease of the blood leukocyte count, although 


not more than could have been expected in any 
of a similar type of patients, with or without in- 
tramuscular digitoxin. 

Palpable Masses 

Local palpable and somewhat tender masses at 
the site of the injections were observed in two 
obese patients who, conceivably, received their 
digitoxin into fatty tissue rather than the muscles. 

In the 15 patients in whom serum glutamic 
oxalacetic transaminase was determined there was 
no elevation to pathological values (above 40 u.) 
during intramuscular digitoxin medication. In two 
there was actual decrease during the therapy. 


Clinical Response 

Clinically, there was a response of the cardiac 
failure evident in all 50 cases, except eight pa- 
tients who initially had had only basal pulmonary 
rales and/or elevated venous pressure or pro- 
longed circulation time as evidence of heart fail- 
ure and in whom evidence of improvement was 
naturally limited to the same methods of examina; 
tion. There was improvement also in these cases, 
at most a week after the start of the intramuscu+ 
lar digitoxin, and without the help of diuretics 
of any type. (Low sodium diet was, of course, ob- 
served in all cases). 

Only in 10 patients was a diuretic (Mercu- 
hydrin) given as a maintenance treatment, once 
or twice weekly, six of these patients having been 
on such maintenance previously, and four others 
showing initially marked salt-fluid retention. 

Disappearance of such retention was rapid, 
however, and in no case, except one, were there 
any clinically noticeable edema or pulmonary 
rales attributable to heart failure after two weeks 
of treatment with intramuscular digitoxin. 

Some of these patients may have been able to 
get along without any further diuretic, getting 
only digitoxin and low sodium diet, but such trials 
were not considered practical since the patients 


Figure 1. Electrocardiographic tracings (lead I1) of the patient who developed ventricular 
tachycardia during intramuscular digitoxin treatment (see text). A. At the onset of the digitoxin 
treatment. B. Two weeks later (ventricular tachycardia after 25 doses of 0.2 mg. digitoxin intra- 
muscularly, given twice daily). C. Two days after discontinuation of digitoxin. 
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had to be discharged as soon as they were able to 
be discharged, because of the constant overflow 
of new admissions. 


One Exception 

The one exception that still had evident pit- 
ting edema after two weeks of treatment with the 
intramuscular digitoxin had a marked anasarca 
on admission, his body weight being 207 lb. in- 
stead of his previous 145 Ib, 

In this mildly diabetic patient with prolonged 
circulation time etc., there was also evidence, in 
addition to the heart failure, of intercapillary 
glomerular sclerosis, and therefore only one initial 
injection of Mercuhydrin was given. 

The initial two doses of digitoxin intramuscu- 
larly were 0.6 mg. each, six hours apart, and then 
followed by 0.2 mg. daily for about three weeks. 
Within this time he lost 30 lb. of weight and 
edema. 

Because of the marked edema extending up to 
the chest the intramuscular digitoxin injections 
were given into deltoid muscles instead of the 
usual intragluteal injections. 

This patient’s private physician reported that 
patient had been digitalized orally several weeks 
prior to the hospital admission, but that because 
of lack of response the oral medication had been 
discontinued. 

Vomiting 

Two patients were referred to the hospital pri- 
marily because they could not take oral digitalis 
or digitoxin since they both caused vomiting short- 
ly after each administration. 

By the intramuscular route, these two patients 
were rapidly digitalized, without any gastrointesti- 
nal symptoms, and one of them was then able to 
continue with oral digitoxin as maintenance, the 
other patient being discharged, also in good condi- 
tion, with digitoxin suppositories for maintenance. 

It may be important to interpolate here that 
Gold et al. have reported previotsly* that in many 
cases parenteral digitalis preparations could be 
given without gastrointestinal complaints or symp- 
toms while the same doses orally caused trouble- 
some symptoms, but, unfortunately, in their cases 
the intravenous route was used and in the majority 
of cases such digitalis preparations were used that 
are less suitable for routine treatment than digi- 
toxin. 

First Report 

Therefore, this report may be the first one il- 
lustrating cases in which gastrointestinal side ef- 
fects, while making oral administration impossible, 
may be completely absent when the digitoxin is 
given intramuscularly. 

For scientific clarity, it should be mentioned 
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that both of the cases mentioned in this paper 
showed no significant evidence of digitalis effect 
on their electrocardiograms taken after several 
weeks of attempts at oral administration but be- 
fore the intramuscular, while the effect was evi- 
dent within a few days after the start of the intra- 
muscular digitoxin, 


Six Patients 


Those six patients who had previously been 
taking digitalis leaf orally gr. 1% daily for a long 
time at home, accompanied by Mercuhydrin once 
or twice weekly, but who nevertheless were hos- 
pitalized because of increasing heart failure and 
were then placed on intramuscular digitoxin also 
showed rapid improvement, but it is possible that 
a stricter enforcement of low sodium diet at the 
hospital contributed to their improvement. 


No gastrointestinal symptoms were encoun- 
tered in any of the 50 patients receiving intramus- 
cular digitoxin that could have been interpreted 
as symptoms usually described as due to digitalis 
toxicity or side effects, with the possible exception 
of one 80-year-old female who vomited shortly 
after the first two or three maintenance doses of 
0.1 mg. daily (after initial digitalization in the 
ordinary way) but then stopped vomiting while 
the intramuscular digitoxin was continued un- 
changed. 


Summary 


The clinical usefulness of intramuscularly ad- 
ministered digitoxin is reported in 50 consecutive 
cases of heart failure treated by the author. This 
method of administration was found to be de- 
pendable, effectively carried out in a simple way 
and without causing more work to the physician 
than the oral route of administration, and seem- 
ingly obviating the gastrointestinal symptoms that 
may make.an adequate oral digitalization impos- 
sible in some cases. 


Evidence is also presented that intramuscular 
digitoxin, in the new, essentially non-ethyl alco- 
holic solvent, does not cause any significant muscle 
necrosis locally at the site of injection, as far as 
could be determined with the help of simultaneous 
observations of temperature, erythrocyte sedimen- 
tation rate, blood leukocyte count, and, in the 15 
cases in which this test was done, serum glutamic 
oxalacetic transaminase. No troublesome local 
pain was caused by the preparation, 


The intramuscular digitoxin preparation of the type used in 
this study is available under this official name, and under the trade 
name of Digitaline Nativelle which contains only 5 per cent ethyl 
alcohol and is marketed by Varick Pharmacal Company, New York 
City. 
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MONTHLY CLINICAL PATHOLOGICAL CONFERENCE 
EL PASO GENERAL HOSPITAL July 17, 1958 


FREDERICK P. BornsTEIN, M. D., Editor — Case No. 1054 
Presentation of case by Manley B. Cohen, M. D. 


History — Dr, Nathan Kleban: 


At 1:40 A.M. on April 2, 1958, a 69 year old 
unemployed widower was admitted from the 
emergency room with a diagnosis of bronchial 
asthma, from which the patient had suffered for 
five years. What the patient meant by this was 
not described. 


Four months of breathlessness, weight loss, 
cough and chest pain preceded the exacerbation 
of labored breathing which precipitated his trip 
to the hospital. 

Treatment had been given eight years before 
for carcinoma of the lip. In 1917 he was sup- 
posed to have had typhoid fever. 


Physical Examination: 


Height 5’ 10”, Wt. 128 lbs., T. 97.6, R. 20, 
P. 140, B.P. 100/80. 

The patient was weak and coughing when he 
arrived on the ward. Chest was barrel-shaped, 
rales were heard over both lung fields. The abdo- 
men was resistant but liver and spleen were not 
felt. 


Hospital Course: 


During the four weeks he remained in the hos- 
pital, the patient’s temperature rose above 99.0 
on only two days, the 14th and 19th. Chest con- 
ference on April 7 concluded that the probable 
diagnosis was “carcinoma of the lung”, On April 
8 the Tumor Clinic recommended bronchoscopy 
and sputum studies for tumor cells with a clinical 
impression of probable bronchogenic carcinoma. 

Bronchoscopy was performed on the following 
day under topical anesthesia without difficulty. 
Findings were as follows: “The cords and trachea 
were normal. The carina was in the mid-line, was 
thin and mobile, and in no way fixed. The right 
main stem bronchus shows a marked bronchitis 
with severe redness and edema of the entire 
bronchial mucosa; the orifices were normal; there 
was no fixation. The left main stem bronchus, 
and the lower lobe bronchus also showed a very 
severe bronchitis, Just below the orifice to the 
superior division was a heaped up area of mu- 
cosa having the appearance not dissimilar to leu- 
koplakia, There was no fixation, no tumor was 
seen. Smears and aspirations were obtained from 
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the lower lobe bronchus, and biopsies were taken 
from several areas of the left lower lobe bronchus. 
There was some bloody ooze in the left lower lobe 
bronchus.” (Note: Insufficient tissue for diagnosis 
was obtained from the biopsies). 


Thoracotomy 


Exploratory thoracotomy was recommended by 
the Tumor Clinic on April 15. Fifty milliliters of 
fluid were removed from the left pleural space 
on April 24. Chest conference report four days 
later noted that the fluid was “. . . thick, pussy, 
with odor . . .” It was thought that the lesions had 
extended, Open drainage of the empyema was 
recommended. 

Therapy included bronchodilators, expector- 
ants, combined Penicillin-Streptomycin, vitamin 
K, whole blood transfusions, Tetracycline, and 
low salt diet. 


Annoying cough productive of thick, mucoid 
sputum persisted. Severe pain in the chest and 
left arm began on the 27th hospital day, was 
later accompanied by nausea, vomiting and shock. 
Death came on the 28th hospital day, 32 hours 
following onset of pain. 


Laboratory Findings: 


Electrocardiograms — April 2, 1958—Normal. 
April 30, 1958 — Low voltage, atrial fibrillation 
and possible anterior infarction. 

X-Rays: Chest — April 2, 1958: Radiographic 
examination of the chest reveals an advanced bi- 
lateral pulmonary emphysema. There are bilateral 
opacities extending from the hilar zones, greater 
on the left than on the right, suggestive of lymph- 
oblastoma. The heart and mediastinal structures 
are otherwise normal, except for an elongated, ar- 
teriosclerotic aorta. The trachea occupies its usual 
position. Conclusions: Findings consistent with 
neoplastic lesions bilaterally in the chest. 

Re-examinations of the chest on 4-8-58, 4-25-58 
and 4-29-58 reported no change. 

Papanicolaou sputum and bronchial washing 
studies on April 5, 9, 16, 19, 21, 24, and 26: No 
tumor cells seen. April 22: Highly suspicious for 
tumor cells. 

Six sputum and bronchial washing studies for 
fungus yielded no growth. 
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Blood counts: 4-2-58: Hb. 8.5 gms., Ht. 35 
vol.%, WBC 10,500, Stabs. 2 Segs. 72, Lymphs. 
22, Monos. 2, Eosins, 2. 4-5-58: Hb. 15.6 gms., 
Ht. 45 vol.%. 4-15-58: Hb. 16.6 gms., Ht. 48 
vol.%, Segs. 32, Lymphs. 66, Baso. 1, Eosins, 1. 
4-25-58: Hb. 14.3 gms., Ht. 42 vol.%, WBC 
18,400, Stabs. 2, Segs. 70, Lymphs. 19, Monos, 4, 
Eosins. 3, Baso. 2. 

Urinalyses: 4-2-58: S.G. 1.020—acid, occ. squa- 
mous cells, otherwise negative except for few bac- 
teria, 4-9-58: S.G. 1.018, albumin trace, sugar 
negative, reaction acid, rare WBC, rare round 
Ep. cell, some amorphous urates and amorphous 
sediment. 4-26-58: S.G. 1.015, acid, occ. uric 
acid and calcium oxalate crystals, otherwise nega- 
tive, 

Prothrombin time: 4-3-58: 78%—Bleeding time 
1’, coagulation time 6’. 

Blood chemistry: 4-3-58: Acid phosphatase, .02 
Bodansky units, Alkaline phosphatase, 3.25 Bodan- 
sky units. Total protein—6.8 mg.%. Albumin — 
3.6 mg.%. Globulin — 3.2 mg.%. Urea Nitrogen 
— 9, mg.%. 

Serology: 4-2-58: Negative. 


Clinical Discussion—Dr, M. B. Cohen: 

This patient was admitted with weight loss, 
chest pain, rales over both sides; and he was bar- 
rel chested. The laboratory findings don’t tell us 
very much except for a severe anemia on admis- 
sion. There also was elevated globulin and a trace 
of albumin in the urine on one occasion. * 

He had multiple sputum studies, bronchoscopy 
and thoracocentesis. He also had, of course, a 
number of medications. This is all the protocol 
details which I believe will be necessary for this 
discussion. 

The patient was seen by several members of 
the staff. He was in the chest clinic and tumor 
clinic. It was thought that the patient had a car- 
cinoma and I believe at one time a thoracotomy 
was recommended, at another time drainage 
of the empyema. 


The man was rather against these procedures, 
particularly after the bronchoscopy. In any case, 
after a period of 28 days in the hospital the man 
developed sudden pain in the left chest and arm 
and died the following day. 


Little Temperature 


Here is a man who has been ill apparently for 
four months. He runs very little temperature, The 
protocol states that only on two occasions did 
he run over 99 temperature. He is very ill, raising 
some sputum. 

His chest X-ray reveals a certain series of 
events which provide us with a possible differen- 
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tial diagnosis and maybe will show us a definite 
diagnosis. 


X-Ray Discussion—Dr. William Melton 

On the admission film, of course one notices 
the thick density on either side of the mediasti- 
num and the heart. In addition, it looks like a 
little soft infiltration in the right first interspace 
with a little pleural thickening and fibrosis. From 
the X-ray alone I don’t think I can say whether 
it is active or not. There appears to be a mass in 
the right lung which also is seen in the P-A pro- 
jection. In the lateral you don’t see any density 
in the middle mediastinum. 


All this density appears to be posterior and the 
anterior border of it seems to be curved some- 
what like a fusiform shadow. This gives you 
more the impression of fluid than a solid lesion. 

Then on the X-rays six days later in the lateral 
you can see this mass overlying the right root 
zone in the posterior portion of the right lung 
field. It looks fairly discrete but in the posterior 
portion of the left lung field you get the density 
that to me again looks more like fluid than a dis- 
crete mass lesion. 


Not Much Change 


Several X-rays were made in the course of his 
stay. This mass in the right root zone doesn’t 
change a whole lot but on some of the films you 
get the appearance it might be clearing a little. 
However, with difference in techniques it is hard 
to Say. 

The left lung stayed about the same; but I see 
now some infiltration coming up a little higher 
in the left lung field, not quite as much density 
posteriorly as before. Of course, he has got ar- 
teriosclerosis and a big heart. 

The changes in the right apex and left chest 
posteriorly look more like an inflammatory pro- 
cess, I think, but you certainly can’t rule out a 
malignancy on the basis of the chest films alone. 
Dr. Saul B. Appel 

Dr. Melton, did you say “of course he has a 
big heart” ? 

Dr. Melton 

He has got a big chest, but of course the films 
are a little bit rotated and in his left oblique his 
left ventricular shadow comes back a long ways 
and it looks like his apex is elongated here in the 
P-A. Yes, I think it is enlarged, I think the left 
ventricular segment is enlarged. 

Dr. Appel 

There is one other question I would like to ask 
you. Do you see any evidence of right ventricular 
enlargement ? 

Dr. Melton 
No, I don’t see any evidence of that. I would 
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expect to see more bulge anteriorly, more to the 
right of the spine, more prominence in this seg- 
ment than there was. 

Dr. Cohen 

We are presented with a patient who has had 
a fairly good work-up, almost complete, for his 
lung disease, with no information in the protocol 
and the laboratory findings that would give us 
the key to the diagnosis. 

The report on bronchoscopy, however, does re- 
veal one thing — a very severe inflammatory re- 
action. The X-ray picture shows a mass in the 
right hilar area which is rather irregular, with 
small densities in the apex of the right lung and 
a mass or fluid in the left lung field. 


Fair Picture 

We have an impression of a very sick patient 
with very little wrong. We have a pretty fair 
picture which would lead us to a first diagnosis 
of carcinoma of the lung with extensions into 
both the right and left lungs. 

The X-ray findings, to me at least, go along 
very well with this. The bronchoscopic findings, 
however, do not. It is most unusual, and at least 
in my experience I have never seen it, that a 
very severe bronchitis is present bilaterally in 
carcinoma of the lung. 

This brings us then to the category of inflam- 
matory diseases, whether granulomatus or infec- 
tious, meaning the bacterial diseases. This cer- 
tainly is not pneumonia of the usual type, so we 
can discount the bacterial diseases as such. 


Most Common Diseases 

This brings us then to the granulomatus dis- 
eases of which the two most common in this area 
are tuberculosis and coccidioidomycosis. This is 
not a very typical set of films for a patient with 
tuberculosis and on that basis alone one would 
tend more to think in terms of pulmonary cocci- 
dioidomycosis. 

When the thoracocentesis was done, thick pus 
was aspirated. Obviously the man has or had 
empyema on the left side where the thoracocen- 
tesis was done, since only 50 cc. of fluid were 
obtained. 

Whether this was simply a pocket, encapsu- 
lated, or whether the needle was placed into the 
lung where there might have been an abscess 
or tumor, or both, I can’t say. The fact that the 
patient presumably had empyema does not help 
us to make a diagnosis as to whether this is pri- 
marily neoplastic or primarily inflammatory dis- 
ease. The diagnoses that I am left with, of course, 
have to be (1) carcinoma, (2) coccidioidomycosis 
and (3) tuberculosis, 


Dr. Frederick P. Bornstein 
Let me ask you a question. How do you cor- 
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relate both lesions, one on the right and one on 
the left? You would call it all one disease process? 


Dr. Cohen 
Yes. 


Dr. Licon 

We have a tumor clinic report that says prob- 
ably Ca of the lung, we get a bronchoscopy that 
finds nothing in terms of Ca of the lung, we also 
have a report of insufficient tissue removed at 
bronchoscopy for diagnostic studies. Why was 
the tissue insufficient, when you submit a human 
being to the traumatic experience of broncho- 
scopy? 


Dr. Cohen 

I beg to differ with Dr. Licon. The broncho- 
scopy is a trying procedure; bronchoscopy is a 
very informative procedure, It is sometimes very 
difficult in the face of no mass, no granulation 
tissue, to get a large piece of tissue sufficient for 
the pathologist. 


Very often several pieces of tissue are obtained, 
admittedly very small because that is all you want 
to bite off at any one time, The pathologist says 
he has not sufficient tissue to get a satisfactory 
specimen. It is my contention that almost any 
bit of tissue regardless of what the pathologist 
has to say must be sufficient for a diagnosis. 


We doctors don’t presume to be able to make 
a diagnosis under all conditions. We do presume 
to make a diagnosis in the vast majority. The 
fact that the man was put through several pro- 
cedures, many procedures, even surgical proced- 
ures such as open chest, and no diagnosis was 
made, does not mean that the methods were 
wrong. 


These methods are right because they are 
proven in so many other cases, It is a difficult 
case. 


Dr. Bornstein 

I just want to say one thing. If the pathologist 
says that a biopsy is insufficient for diagnosis it 
simply means that the character of the tissue 
received is such that the structural alterations 
that are visible do not permit identification of a 
disease process. 


Clinically it was known that this man had 
empyema and with empyema you can get large 
necrotic areas, Suppose that the tissue is necrotic, 
it simply means that we have the ashes of a fire, 
we don’t know what the house looked like. 


Dr, E. S. Crossett 

The picture that you have here appears to be 
a very large carcinoma of the lung which has 
extended from one side of the lung to the other. 
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It is really a huge mass, it is surprising that car- 
cinoma of this size could not be seen through the 
bronchoscope. It is one thing that makes you 
wonder if the patient doesn’t have some disease 
of his lymph nodes rather than of the lung itself, 
such as a lymphoma. I think that would explain 
the bilateral adenopathy, the lack of broncho- 
scopy findings. 


No Contraindication 


Only about 40 per cent of carinomas of the 
lung can be seen through a bronchoscope, which 
means that sixty per cent cannot be seen through 
a bronchoscope. The fact that 60 per cent can- 
not be seen is no contraindication for broncho- 
scopy. I would like to say it is not the heinous 
procedure it appears to be but I know when I 
was at the tuberculosis san I bronchoscoped quite 
a number of nurses with tuberculosis and every 
one of them said, “Is that all there is to it? I 
thought it would be a lot worse.” 


Another thing, this question as to why wasn’t 
sufficient tissue removed. If there is a carcinoma 
but no mass present to biospy, the bronchoscopist 
often takes little pieces of tissue from the mucosa 
here and there in the hopes of showing some sub- 
mucosal spread. 


Dr. Appel 


It seems to me that the patient is a chronically 
ill man with emaciation and anemia plus long 
standing emphysema, and while carcinoma or ma- 
lignancy is a very good possibility, still I’ think 
we ought to consider Boeck’s sarcoid as an addi- 
tional diagnosis in this case. 


That is, Boeck’s sarcoid producing the para- 
hilar masses and the peculiar axillary appearance. 
However, with emphysema and pulmonary fibro- 
sis plus an additional granulomatus disease, this 
patient would be prone to develop a pulmonary 
infection from the lack of drainage, lack of cir- 
culation, etc. The pneumonia with subsequent 
empyema could also follow without there being 
any pulmonary malignancy. 


Last Hours 


I would also like to suggest that since nobody 
has discussed the terminal events, the last 32 
hours of his life, that we should consider a coro- 
nary occlusion. I haven’t seen his EKG’s but the 
protocol states that there was a possible anterior 
infarction plus atrial fibrillation, and there was a 
previous EKG for comparison. 


Therefore, acute myocardial infarction second- 
ary to coronary occlusion and coronary throm- 
bosis is a very good pogsibility. Another possi- 
bility would be extension of the empyema into 
the pericardium with pericarditis which would 
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also account for the sudden change, the atrial 
fibrillation, alterations in the EKG consistent with 
possible anterior myocardial infarction. 

In addition, I think this man was a very good 
candidate for cor pulmonale secondary to the 
pulmonary emphysema and fibrosis rather than 
the other unknown diseases. I purposely asked 
Dr. Melton if he saw any evidence of right ven- 
tricular hypertrophy. Often these patients will 
not show it and a diagnosis of cor pulmonale is 
entertained by the clinicians more than the 
radiolologists. 


No Real Evidence 


The increased intrapulmonary pressure of em- 
physema and fibrosis obscures the normal cardiac 
silhouette of a cor pulmonale. A prominent right 
ventricle and right ventricular outflow tract may 
be suppressed so that a heart like this may not 
show any real evidence of cor pulmonale or pul- 
monary hypertensive heart disease. Actually the 
right ventricle probably will show hypertrophy. 
Another possible reason for his sudden demise, of 
course, would be pulmonary emboli, in a cachectic 
individual who has been in bed three or four 
weeks. 


Dr. Bornstein 


Dr. Appel mentioned Boeck’s sarcoid. How 
would you relate that to an empyema? 


Dr, Appel 

Well, not necessarily the Boeck’s itself but any 
patient with this degree of pulmonary fibrosis 
and empyema with or without further granulo- 
matous disease is an ideal candidate for pneu- 
monia. It may not show the typical radiographic 
appearance or the typical clinical signs but it is 
nevertheless present. 


Dr. Jack C, Postlewaite 

Dr. Appel wants it esoteric, but why not 
Boeck’s sarcoid of the heart itself? I think this is 
most improbably a Boeck’s sarcoid. My question 
is, is the sputum the same as the empyema fluid? 


Dr, Kleban 

There were no notations on the chart that 
there was any similarity between the sputum and 
the empyema fluid. The only description of the 
sputum was on the nurses’ notes, and at no place 
was there anything other than just mucoid 
sputum. 


Dr. Postlewaite 

Then there was an odor to empyema fluid and 
not to the sputum? 
Dr. Kleban 


Dr. Postlewaite, you described the odor of the 
empyema fluid during the chest conference, but 
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there was never any odor of the sputum described. 
Dr. Postlewaite 

Dr. Cohen made the comment, the question is 
this, is this encapsulated empyema fluid or is this 
interpleural abscesses? Aspiration might be a pos- 
sible cause, septic emboli might be a possible 
cause. 
Dr. Crossett 

One thing I want to bring up, this patient has 
a lot of enlarged nodes and was a scalene node 
biopsy done? 
Dr, Cohen 

He refused. 
Dr. Kleban 

Dr. Melton, did you agree that the man had 
severe pulmonary emphysema on the basis of his 
X-rays? 
Dr. Melton 

I would say he had a moderate degree of em- 
physema. 
Dr. Postlewaite 

It seems to me the differential diagnosis here 
is between primary and metastatic carcinoma. 
Dr, Kleban 

I think one of the most interesting problems 
here was, what was this man having for five 


years? I think he said he had asthma for five 
years. We don’t know what he had for five years 
and I don’t agree with Dr. Appel that there is 
evidence he had severe pulmonary emphysema. 

There is nothing by history to suggest that he 
had, there is nothing on the chart, on his physi- 
cal examination, other than the description of a 
big chest and there is no corroboration on the 
X-rays. The diaphragm on the right is not par- 
ticularly flattened, the ribs are not particularly 
wide and the lungs are not particularly dark. 

We don’t have evidence that this man had se- 
vere emphysema and I think the interesting ques- 
tion is, did this man have whatever disease that 
was found at the autopsy for five years, and is 
that what produced his so-called asthma that he 
claimed he had? 

Clinical Diagnoses: 1. Pulmonary carcinoma? 
2. Lung abscesses ? 

Dr. Cohen’s Diagnoses: 1. Carcinoma of lung. 
2. Granulematous disease of lung. 

Pathological Diagnoses: 1. Bronchogenic car- 
cinoma originating in right lower lobe with me- 
tastases to left lower lobe. 2. Lung abscess and 
chronic organizing pneumonitis of left lung. 3. 
Severe coronary sclerosis. 


TAKE NEW 
FOOD ALLERGENS 
TAKE LOOK 
NEW DIMETANE 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tabiets (4 mg. 
each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) may be 
prescribed t.i.d. or q.i.d., or as supplementary dosage to Ex- 


tentabs in acute allergic situations. A. H. ROBINS CO., INC., Rich- 
mond 20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. 


¢ are: lobster; tuna; sturgeon roe; fish oil used to prepare 
g@ materia! and tooth powder; glues made from fish products. 
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e Pathology Discussion: Dr. F. P. Bornstein In the right lower lobe of the lung there was 
4 On autopsy we found an emaciated elderly 4 nodular mass which measured four cm, in great- 
S man. The right pleural cavity was partially obli-  ¢st diameter with some areas of necrosis. The 
terated by fibrous adhesions. The left pleural lymph nodes were mar kedly swollen. On gross 
P cavity was completely obliterated by stone hard ¢Xamunation, I was convinced the right lobe pre- 
‘ rigid adhesions indicating that the old empyema sented definite carcinoma, 
a had been absorbed and healed. However, I was impressed by the inflamma- 
p The heart weighed 450 grams which means tory changes of the left lung which I interpreted 
moderate enlargement of the heart. There was coccidioidomycosis. 
y considerable scarring on the anterior wall. The Microscopic 
coronary ostia were narrow, The left main de- On microscopic examination, however, an ob- 
, scending branch was occluded by old calcific vious carcinoma was found in both lungs modi- 
é masses and the smaller coronary branches were fied by the severe inflammatory lesions. As is so 
t occluded by calcific lesions. In short, he had often the case, the carcinoma had compressed 
5 enough coronary disease to explain the chest pain the bronchus, Bronchial secretions were retained 
e and sudden death. and infected. The severe pneumonitis with abs- 


Abscess Cavity 


The examination of the lungs revealed a stone 
hard left lower lobe which contained an abscess 
cavity. This cavity took up the superior one- 
third of the left lower lobe. The wall of the 
abscess was composed of necrotic torn tissue and 
the cavity was filled with pus. The remainder of 
the lung was indurated with yellowish areas of 
necrosis. 


cess formation became the predominant feature. 

This also explains why a biopsy from this re- 
gion failed to reveal any tumor tissue. It is diffi- 
cult to decide at the present time whether the 
tumor originated in the right or left lung. 

The case was presented mainly to show how 
a superimposed infection can modify lung disease 
to such an extent that it becomes impossible to 
establish a primary diagnosis. Death unquestion- 
ably was due to acute coronary disease. 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
other antihistamines,” in 63, or 45% of 
a group manifesting a variety of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 


- 
tolerate any antihistamines. q 


1. Thomas, J. W.: Ann. Allergy 16:128, 1958 ; 
(PARABROMDYLAMINE MALEATE) 
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Physicians Participate 
In Athletic Conference 


Ten members of the El Paso County Medical 
Society and one dental surgeon participated in 
the first E] Paso conference on prevention and 
management of athletic injuries Aug. 13. 


The conference, held in the El Paso County 
Medical Society’s Turner home, was arranged by 
the Society working in conjunction with the El 
Paso Public Schools and Texas Western College. 
Dr. Russell L. Deter was chairman. Coaches, 
trainers and others in the sports field attended. 


The meeting was so successful, with interest 
from cities in New Mexico and West Texas, that 
officials are looking forward to an expanded con- 
ference of the same type next year. 


SOCIAL SECURITY SAYS: “People are taxed 


only once for Social Security.” 


In Other Words: The employer who must pay 
his share of the social security tax for each of 
his employees increases the price of his product 
or service to cover this additional cost of doing 
business. Everybody pays this increase as a hidden 
“sales tax.” 


Coming Meetings 


American Fracture Association, annual meet- 
ing, Oklahoma City, Oct. 1-3, 1958, 


Academy of Psychosomatic Medicine, fifth 
annual meeting, Park Sheraton Hotel, New 
York, Oct. 9-11, 1958. 


American Cancer Society, Annual Scientific 
Session, “Symposium on Carcinoma of the 
Colon and Rectum”, Biltmore Hotel, New 
York, Oct, 20-21, 1958. 


Southwestern Medical Association, annual 
meeting, Tucson, Oct. 23-25, 1958. 


Southwest Obstetrical and Gynecological So- 
ciety, annual meeting, Paradise Inn, Phoenix, 
Nov. 14 and 15, 1958. 


American College of Surgeons, Sectional 
Meeting, Shamrock Hilton Hotel, Houston, 
Texas, Feb. 2-4, 1959. 


Give Us A Trial On Your 


TAYLOR BACK BRACE 


Orders 


© Send the following measurements: from level 
of shoulders to tip of sacrum; circumference of 
pelvis above trochanters; circumference of waist; 


height and weight. 


CHRISTOPHER'S 
BRACE AND LIMB CO. 


2231 Montana St. 
KE 2-9690 EL PASO, TEXAS 
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outstanding efficacy in skin disorders 


STEROSAN 


Hydrocortisone 


Cream and Ointment 


(chlorquinaldol GEIGY with hydrocortisone) 


The case illustrated below typifies the superior response pro- 
duced by STEROSAN-Hydrocortisone. Combining potent antibac- 
terial-antifungal action with a reliable anti-inflammatory and 
antipruritic effect, STEROSAN-Hydrocortisone is valuable in a 
wider range of infective or allergic dermatoses. 


A severe infectious eczematoid dermatitis on foot of 
15-year-old boy. Patient used STEROSAN-Hydrocortisone 
preparation 3 times a day for 23 days with a dramatic 
improvement as shown.* 


before treatment after treatment 


*Case report and photographs through the courtesy of N. Orentreich, M.D., New York, N.Y. 


STEROSAN®-Hydrocortisone (8% chlorquinaldol GEIGY with 1% hydrocorti- 
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